We suspect that the beneficial effect of bromocriptine was achieved by an effect on the physiologically enlarged pituitary. A prolactinoma would be expected to respond to this agent 3 , but this patient's tumour was non-secretory; although 5% of cells stained for prolactin, serum prolactin concentrations were normal before and after pregnancy. 8-16% of non-secretory pituitary adenomas do respond to dopamine agonist therapy, so a direct effect cannot be ruled out; however, the rapidity of the therapeutic response makes this unlikely. This is not the first report of successful use of bromocriptine to relieve compression of the optic chiasm by a non-secretory pituitary adenoma. In the previous cases, however, the effect was thought to be due to tumour shrinkage 4,5 . Grossman and colleagues suggest that in these circumstances dopamine agonists work by shrinkage of normal lactotrophs, and recommend only temporary use (for about 2 weeks) before surgery 6 . We could find no other cases where the physiological lactotroph hyperplasia of pregnancy had caused upward displacement of a clinically silent pituitary tumour.
Sacrectomy is used in the management of sacral or advanced pelvic tumours. A sacral hernia is a rare complication of the procedure.
CASE HISTORY
A man aged 68 underwent resection of a sacral chordoma. The tumour involved all sacral segments and nerve roots below S1, therefore the sacrum was divided at the S1/S2 junction. The anus and rectum were excised, and an end colostomy was fashioned in the left iliac fossa. Postoperatively he developed a sacral wound infection that required formal incision and drainage. He also had a prolonged ileus. Four months later he reported sacral pain and swelling, and on examination he had a large sacral hernia. Initially he refused surgical repair, but 2 years later he developed gallstone pancreatitis and requested sacral hernia repair at the time of his open cholecystectomy. The hernia was repaired via a transabdominal approach. The hernial sac contained small intestine, which was reduced, and two sheets of polypropylene mesh were used to repair the hernial defect and reconstruct the pelvic floor ( Figures 1 and 2) . The caecum and omentum were used to cover the mesh, to lessen the risk of small-bowel adhesion. A single suction drain was used and prophylactic antibiotics were administered. There were no postoperative complications and at 2year follow-up there was no evidence of hernial recurrence.
COMMENT
Complications of sacrectomy include haemorrhage, infection, neurological injury affecting bowel, bladder, or lower limb function, and weakening of the pelvic ring thus impairing weightbearing and mobilization 1 . There have been few reported cases of sacral hernia repair 1-4 , although the incidence of symptomatic hernias occurring in the perineal region following abdominoperineal excisions of the rectum and pelvic exenterations has been reported as 1% and 3%, respectively 5 . Sacral hernias usually present with pain and swelling in the sacral region. They can cause bowel or bladder disturbance depending on the contents of the hernial sac. These symptoms are often improved by application of pressure over the hernia. It has been suggested that damage to the S2-S4 sacral nerves during sacrectomy predisposes to sacral hernia formation by denervating the levator ani, which normally supports the pelvic viscera 1 . In the present case there may have been additional predisposing factors-the postoperative wound infection, the raised intra-abdominal pressure secondary to paralytic ileus, and the patient's age.
There are three recognized surgical approaches for the repair of hernias occurring in the sacral and perineal region-the anterior (transabdominal), posterior (sacral or perineal) and combined anteroposterior approaches. The posterior approach is associated with less morbidity since the abdominal cavity is not entered, and is thus appropriate for high-risk patients and small hernias. However, the exposure is limited and may not allow examination for tumour recurrence or repair of an intra-abdominal structure injured during the procedure. The anterior approach allows full mobilization of the sac and its contents and facilitates the placement of a sheet of mesh under direct vision. However, it is associated with more postoperative morbidity and should perhaps be reserved for cases in which a laparotomy is required for other reasons 5 . A combined anteroposterior approach provides the best exposure and allows excision of redundant soft tissue once the hernia is reduced. However, most operators use this approach only in exceptional circumstances 5 .
Several surgical techniques have been used to repair the hernial defect. If the defect is small, the levator ani can be reapproximated with sutures, although this is usually difficult if the previous cancer resection has been adequate. Occasionally, the bladder or uterus can be sutured to the posterior pelvic wall to eradicate the defect. The pelvic floor can be reconstructed with prosthetic mesh, which is easy to use and can cover a deficiency of any size. If the defect is large, a myocutaneous flap involving gracilis, rectus abdominus or gluteus maximus can also be used. In the previous cases of sacral hernia repair, three groups used mesh and one sutured the uterus to the sacral remnant. No recurrences have been reported.
J O U R N A L O F T H E R O Y A L S O C I E T Y O F M E D I C I N E
V o l u m e 9 6 J a n u a r y 2 0 0 3 For reconstruction of the pelvic floor after sacrectomy, Localio et al. 6 advocated obliteration of the dead space by tight closure of the gluteus maximus. However, if the resection has been extensive, the residual soft tissue is often insufficient for adequate closure. In these circumstances Santora et al. 1 suggest that prosthetic mesh should be used prophylactically to reconstruct the pelvic floor and reduce the likelihood of sacral herniation 1 .
Symptomatic sacral hernia following sacrectomy is a rare but important complication, and during the initial surgical resection an attempt should be made to close the soft tissues adequately. Like other groups we have found that polypropylene mesh offers a simple, adaptable, and effective method of hernia repair and pelvic floor reconstruction. We report a 5-year-old girl with a rare and unusual variant of the epidermal naevus syndrome. There are a handful of cases previously reported.
Phacomatosis pigmentokeratotica

CASE HISTORY
The patient was born at 36 weeks' gestation after a pregnancy complicated by pre-eclampsia, weighing 2.5 kg. At birth she was noted to have three pigmented lesions on the right forearm and a warty lesion on the right little finger. At 10 days of age erythema appeared on the right abdomen, arm and leg which gradually darkened and became slightly raised. A lentiginous area with raised pigmented lesions also appeared on the upper back. By the age of 18 months the pigmented lesions on the back, arm and hand had gradually extended. There was also an extensive epidermal naevus on the right of the body (Figure 1) . The pigmented lesions on the upper back and the epidermal naevus on the lower back crossed the midline. By the age of four years there were large melanocytic naevi in a speckled lentiginous pattern on the upper back, forearm and hand, composed of papules and nodules, some of which were reddish in colour. The epidermal naevus had sebaceous features and involved the right abdomen, arm and leg down to the foot. The configuration was in keeping with Blaschko's lines 1 . On the medial aspect of the wrist the epidermal naevus coexisted with melanocytic naevus (Figure 2) .
The child has severe epilepsy, which began as apnoeic attacks at the age of nine days and then manifested as 'absences', drop attacks, floppy episodes and partial complex seizures which can occur several times daily. She has been treated with sodium valproate, carbamazepine, lamotrigine and more recently carbamazepine with diazepam, all of which have been helpful. In addition, a mild right hemiparesis and developmental delay were diagnosed at the age of four months, both of which have virtually resolved. Investigations, including repeated electroencephalograms,
